###### Summary box

-   The human resource for health (HRH) in sub-Saharan Africa is neither fit for purpose, sufficient nor distributed equitably to meet the region's universal health coverage (UHC) needs.

-   A regional strategy is required to replace the current inefficient, compartmentalised and ineffective approach that breeds inequity and extracontinental resource drain.

-   We propose a regional approach to HRH planning, needs mapping, production and distribution to meet the region's requirement for UHC.

Introduction {#s1}
============

The decline in child mortality by as much as 75% between 2000 and 2013 in Cape Verde, Equatorial Guinea, Eritrea and Rwanda,[@R1] in the Africa region that is famous for its depressing health outcomes, is worthy of celebration. However, before we bring out the drums and dancers, let us deliberate over the sustainability of the gains, scale-up and expansion to the rest of sub-Saharan Africa (SSA) for implementing the Universal Health Coverage (UHC) agenda or for meeting the Sustainable Development Goal number three (SDG3). We did, but had no other choice than to suspend the euphoria. Until SSA countries crack the nut that keeps the region behind others in the prevention and containment of the issues which pose a major threat to UHC attainment in the region, all other ancillary efforts will continue to function at suboptimum level. The production, distribution and retention of the human resource for health (HRH) are at the heart of the region's health system performance, which if addressed alongside the other health system elements such as infrastructure, medicines and financing will place the region on the right path towards UHC and SDG 3.

The shortage of skilled health workforce (HWF) and inequitable distribution of the available ones which is well acknowledged as the crux of the health inequity and the health outcomes in the region are major sources of apprehension.[@R2] The pervasively inadequate human resource to meet the health needs of the population poses a great deal of anxiety about the region's ability to realise SDG3.

Plenty yet scarce, too many yet not enough {#s2}
==========================================

More worrisome is the realisation that few country policy planners are paying attention to the World Health Assembly resolution 69.19 which urges the Member States to quantify and match supply with need. The World Health Report of 2006 motivated the development of a Regional Roadmap for scaling up health workforce interventions in SSA, despite which very little progress has been recorded towards meeting the region's HRH needs.[@R5] For example, using the minimum threshold of 2.3 doctors, nurses and midwives per 1000 population,[@R2]

-   Thirty-one SSA countries were projected to require an additional 800 000 health professionals at a cost of US\$2.6 billion to meet that minimum threshold in 2015.[@R6]

-   The region has only filled 14.5% of its requirement for physicians and 36.7% for nurses and midwives.[@R7]

-   80% of SSA population are without a physician and 60% without a nurse or midwife.

-   Estimated demand for all cadres of health workers is escalated by 71% when one includes allied health professionals such as radiographers, laboratory technicians, psychologists and social workers, among others.[@R8]

The primary employers of health professionals in SSA countries are the governments which also largely bear responsibility for HWF production. While the health personnel are grossly inadequate for the region's health needs, the wage bill is, on the other hand, unbearably huge for most countries thus diminishing any hopes of effectively filling the HWF gaps to meet population health needs. [Figure 1](#F1){ref-type="fig"} indicates that although 3.1 million HWF will be available by the year 2030, financial capability for absorbing them into the workforce will be a major issue.[@R5] As a result, an estimated 700 0000 skilled but paradoxically unemployed or underemployed health workers will be available in the region by 2030.

![Health workforce availability estimates for Africa, 2030 (million). Source: WHO Global Health Workforce Strategy---2030.](bmjgh-2019-001533f01){#F1}

This surplus in the midst of scarcity is likely to seek employment opportunities elsewhere, most probably in North America and Europe and so further depleting the region of an already scarce resource. This provides an opportunity for developing a binding regional strategy for diffusing the 'surplus' across and within the region to prevent the impending extra-Africa resource flight. The strategy would build on the Africa Regional Road Map that provided policy options for countries to follow.[@R2] We advocate a mechanism that will address the composite level of production (viz-a-viz needs), provide a standardised training curriculum, accreditation and licensing, as well as regulate the conditions of work across countries within the region. This will limit the extra-Africa drain of health workers, provide opportunity for equitable distribution of skilled personnel and enhance mobility of the HWF within the region. A regional team of experts could review the economic, political and health factors associated with the HWF flow, identify the interest groups and initiate broad partnership around the concept.

The proposed expert committee will develop an operational pathway for taking this recommendation forward. Such a multicountry partnership would develop a ground-up policy initiative where subregional health communities coalesce to make bold intervention decisions that could be implemented at country and subnational levels. At the country level, implementation would be enhanced through a peer-to-peer accountability mechanism that is monitored by regional HRH groups. To make it more binding, we propose that countries would be urged to submit the proposed strategy to their respective legislatures for ratification thereby giving it a firm legal status for implementation across countries.

Filial inequity {#s3}
===============

The strategy should address the inequitable distribution of available HWF that must be removed from the wheel of SSA's health systems. For example, about 29% to 53% of health workers are inequitably distributed in the region where 90% of pharmacists, 86% of medical specialists, 63% of general physicians and 51% of nurses-midwives are employed in urban areas,[@R8] leaving the remaining to be shared between small towns and the rural areas. This is an obvious threat to the UHC agenda.

Although well acknowledged as critical to planning, few attempts have yet been made to measure the extent of inequity in the health workforce distribution in SSA.[@R4] The intercountry comparison that is required for planning the HWF that will deliver UHC in SSA will require regionally appropriate indicators that a regional expert committee could develop. A primary requirement is to resolve the controversy about what constitutes equity in the HRH distribution.[@R11] The region needs an explicit definition of the criteria on which the HRH distribution would be deemed to have been fairly made.[@R12]

The region must address the traditional utilitarian population-based approach to HWF distribution,[@R13] where majority get the most,[@R14] in favour of leaving no one behind. In order to achieve equality, the equity and social justice component of UHC in the region must not be sacrificed.[@R4] Planners cannot avoid differentiation in order to achieve equity and ensure horizontal and vertical distribution where similar is similarly treated and unequals are unequally treated in order to achieve UHC.[@R15]

At the heart of the equity discourse is the determination of 'need',[@R11] which has been variously described synonymously with the degree of ill-health, in which case the most severely ill are deemed to have the greatest need. A regional mapping of needs of the communities, districts and countries with poorest health outcomes will be valuable for HRH planning. However, caution is required to avoid a subjective definition of needs by local interests which could be inimical to the UHC agenda.

In the United Republic of Tanzania and Cameroon, the HWF distributional inequities were considered as either low or high depending on how 'need' was defined.[@R4] A set of priority indicators that serve a political interest rather than a health need will harm the equity issue. A regional consensus of experts on need definition: disease burden, child mortality, maternal mortality, immunisation coverage and others that they may decide will side-step this dilemma.

The proposed strategy should address these matters and will require the development of regional regulations regarding the production, accreditation of the various health professionals and their mobility within the region.

Conclusion {#s4}
==========

A pan-African strategy for resolving the gap in the production and equitable distribution of the HWF that will meet the needs of the UHC is required in place of an isolated and uncoordinated country-specific planning approach. The regional strategy will provide a holistic definition of health needs and mapping of needs for HWF production to deliver service that will meet those needs. It will also ensure the mobility of HWF and distribution at the various levels of need to solve the equity issue in HRH in the region. A regulatory council will be required to adopt uniform standards for the production and accreditation of various health professionals within and across countries. The existing subregional bodies are best placed to commence the pan-regional strategy for production, distribution and retention of the required HWF needs for UHC in the region.
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